We present an interesting and unusual case of a 5 cm well-demarcated erosive plaque on the labia minora, extending to the vagina in an 85-year-old woman, causing pain and discomfort for 2 years. The patient was treated several times with topical and systemic anti-fungals without benefit. Histopathology revealed a typical superficial spreading basal cell carcinoma (BCC) and the patient was referred to a gynecologist for surgical excision. Our case is an alert of BCCs arising on the genital area because they are rare and patients usually present with large lesions, as they do not seek medical attention for what they consider simple irritation. Physicians easily misdiagnose these cancers as inflammatory or infectious dermatoses.
Introduction
Although BCC is the most common skin malignancy accounting for 80% of all non-melanoma skin cancers, it rarely arises from the genitalia [1] . The genitalia as a primary site of BCC is very rare accounting for <1% of all BCCs and only 250 cases have been reported in the literature [2] . In general, vulvar BCCs represent 2% -7% of vulvar malignancies, arising usually in elderly women [3] .
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cologists of anti-fungal medications including fluconazole and itraconazole combined with topical anti-fungals, without any improvement. The patient suffered only from arrhythmia and was on metoprolol. On clinical examination a large 5 cm max diameter, well demarcated erosive plaque could be detected involving the labia minora and extending to the vagina (Figure 1) . A speculum was not inserted to delineate the depth of extension to the vagina. Inguinal lymph nodes were not palpable. Dermoscopy of the skin lesion did not reveal any specific features as only erythema and few erosions could be detected. A punch biopsy was taken and histopathology revealed a typical superficial spreading basal cell carcinoma BCC ( Figure 2 ). Ultrasound of the inguinal lymph nodes did not reveal any abnormal lymph nodes. The patient was referred to a gynecologist for surgical excision.
Discussion
BCCS of the vulva are poorly studied and reported because they are rare. Although the etiology is unknown chronic vulvar irritation, radiation and exposure to arsenic are known risk factors [4] [5] . The most common presenting symptom is pain, ulceration, bleeding and pruritus [2] . The clinical picture of vulvar BCC is non-specific and exophytic, pendunculated, ulcerated, nodular and pigmented lesions have been described [6] . Usually the tumors are quite large at diagnosis possibly because patients do not seek medical attention for what they Figure 1 . A large ulcerated lesion measuring 5 cm on the labia minora of an elderly woman. consider simple irritation or because physicians easily misdiagnose these cancers as inflammatory or infectious dermatoses [7] . Differential diagnosis based on the clinical findings includes extramammary Paget's disease, Bowen's disease, lichen simplex chronicus and lichen sclerosus et atrophicus. Histological heterogeneity characterizes BCC of the vulva and different histologic types can be identified including superficial spreading, nodular, infiltrative, micronodular, basosquamous and fibroepithelioma of pinkus [7] . The treatment of choice is wide surgical excision as the vulva is a high-risk area for recurrence and recurrence rates as high as 20% have been reported [8] . Other treatment options for superficial spreading tumors include cryosurgery and imiquimod, although tolerance of those treatments in this body area could understandably be poor. Usually, the tumor has a favorable prognosis, however metastatic vulvar BCCs have been reported [9] [10].
In metastatic vulvar BCCs the duration of symptoms usually is long, the patients may present with bloody vaginal or vulvar discharge, in all patients a deep infiltrative or large primary tumor can be detected and usually a more aggressive histologic subtype [8] .
Although our case is interesting and informative, the conclusions drawn are limited given that the extent of the lesion in the vagina was not delineated and that is a single case report and not a presentation of case series. Moreover, we don't have a follow up of the patent after surgery and no information is available about surgery margins, surgical technique and possible recurrence.
In conclusion, any chronic, persistent lesion in the vulvar region, especially in advanced ages should be subjected to histological examination. Vulvar BCC might be misdiagnosed because of the similarity of other diseases and the clinician should pay attention to avoid a neglected case.
